During the previous three Heelsum workshops and the proceedings of the fourth, several community-based and individually based interventions were reported to modify behaviour of people in relation to nutrition and exercise (Truswell, 1997 (Truswell, , 1999 (Truswell, , 2001 . Although Heelsum papers and the literature have reported some beneficial interventions, there is no 'silver bullet' that works in much more than a marginal way to modify dietary behaviour. A combination of seeking the balance between individual and communitybased interventions and projecting what potential developments the future might bring, stimulated a lively discussion at the 4 Heelsum meetings.
Community-based interventions
Influence on individual lifestyles at a community level might be through the media (all forms including print, television) and the internet, education at schools and through public health initiatives, legislative or regulatory processes and voluntary initiatives through industry or the community.
The media can greatly influence dietary behaviour. A current example is the combination of internet, print and television promotion of the Atkins diet over the past 2 y that has led to reduced consumption of carbohydrates resulting in accumulating surpluses of potatoes, oranges, bakery products and pasta. These changes in population dietary behaviour have forced a few large and long-established American companies who sold high carbohydrate products into bankruptcy. Other companies fearing a similar fate including breweries and Coca-Cola are now marketing food and drink on the basis of low carbohydrate content. These events have occurred in the absence of good evidence supporting long-term benefits from carbohydrate-restricted diets (Astrup et al, 2004; Dansiger et al, 2005) . Print media including newspapers and magazines, by advertising food products, by providing recipes and analysing diets and dietary trends, have demonstrated their powerful influence on the population's behaviour.
Education programmes in schools about healthy diet habits are likely to have some influence on students and their families. The types of food and drinks available in school cafeterias and school vending machines has become controversial in many communities as school boards shift foods available in schools away from their traditional high fat, high sugar content. Public Health Departments emphasize good nutrition in a variety of ways, including prenatal classes, and healthy eating promotions in workplaces and the community to help create a culture where healthy eating becomes the norm. Voluntarily promoting 'heart smart' meals in restaurants and labelling healthy or heart smart foods in supermarkets further support a healthy nutrition climate in the community.
Legislation may provide the currently most potent approach to promoting appropriate nutrition. Some examples of current legislative and regulatory action include the following: mandatory labelling of all foods as calorie, fat, carbohydrate and protein content, regulating and controlling inspection of all foods for quality, regulating availability of diet drugs and other potentially harmful dietary remedies, regulating advertizing of food and food products, and banning trans fats.
Governments may also assist by developing dietary guidelines (eg Canada's Food Guide) and promoting their widespread distribution and use, and funding the media and local Health Departments to promote healthy eating as well as providing grants for innovative methods of promoting appropriate diets (Rosser, 2003) . Governments also provide funding to support the research to determine the best approaches to dietary modification.
During the discussion, Larry Green stated that governments need to be willing to spend between 4 and 10 US dollars per person to mount a full-scale community-based programme that will have a significant impact on changing community behaviour. There was considerable discussion about measuring changes in community behaviour and the difficulty of the control group continually catching up with the intervention group, thus diluting the impact of the intervention. Some use this phenomena to explain disappointing results from large-scale community intervention trials such as COMMIT (Fisher, 1995) . Other problems of research methodology discussed included the process of randomizing members of a community to either an intervention or control group and the predictable dilution of results caused by contamination and also the requirement of a 'top down' imposition of the community programme rather than the more desirable and effective 'grass roots' approach to community-based programmes. The intervention group has a strategy imposed on them from the 'top', which is conceptually likely to be less effective. The conference agreed on the need to develop more sophisticated methods of measurement of large-scale community-based interventions. Measuring the impact of community-based interventions is likely to be much more accurate in a small well-defined community and somewhat isolated communities than in larger highly mobile populations found in a densely populated country such as Holland (Stewart et al, 2000) . Measurement of community-based interventions in factories or workplaces rather than communities should be considered in the future. Another point made by Green in discussing community-level interventions was that surveillance and measurement with feedback to the community about progress is an essential ingredient for a successful community-level intervention.
The idea promoted at the conference of measuring everyone's BMI and waist circumference when attending medical facilities, in the same way that blood pressure is measured and recorded, would promote both community and individual monitoring of nutritional behaviour changes.
Individually based interventions
The level of social support experienced by an individual has been identified as an important predictor of the individual's potential to undergo lifestyle behavioural change (Verheijden et al, 2005a) . Social support can be found at the level of an individual's family and friends, the workplace, social gathering points (clubs, community organizations, church, etc.) and the broader community in which people live. The Prochaska stages of change model has been used to predict individual readiness to change and monitor an individual's progress through the stages of change (Prochaska, 2003) . Several attempts have been made to have family physicians use the Prochaska model to assess the readiness of individuals to change their dietary behaviour (Koster et al, 2005; Laws et al, 2005) . Studies are yet to identify strong predictors of outcome when readiness to change is used as a preliminary assessment.
Evaluation of individual and small group strategies that have involved general practitioners, nutritionists and diet counselors was presented at all four Heelsum conferences with mixed results. Early evaluations of internet-tailored programmes for individuals that support a reduction of dietary fat content and weight have not been successful (Verheijden et al, 2005b) . Small numbers of individuals voluntarily using the internet intervention and the short duration of the trial (7 months) suggest the need for more rigorous trials. The internet provides a relatively inexpensive personalized approach to support people attempting significant dietary change and should not be rejected as an option. We continue to await the discovery of the 'silver bullet' for individual dietary change therapy.
For family physicians/general practitioners, the discovery of a simple method of determining who is most likely to benefit from dietary change interventions remains an important goal. Physicians need to be very efficient in the utilization of the scarce resources available for dietary interventions. The lack of evidence supporting Prochaska's stages of change model for predicting good outcomes provides researchers with a continuing challenge to determine the best approach for physicians screening obese patients. A single paper presented during the conference identified inadequate (ie under) nutrition in the elderly and many hospitalized patients as a significant problem. (van Wayenburg et al, 2005) . It was pointed out that these individuals are admitted from the community and are discharged back to the community where there is almost no strategy or plan for their monitoring or for improving their nutritional status. A systematic review reveals few methodologically rigorous studies on the topic of inadequate or undernutrition. The need to determine the nutritional status of everyone supports the recording of body mass index (BMI) and waist measurement of the entire population with estimates of as many as 50% of the adult population meeting criteria for high-risk obesity (Branchfield, 2004) . With the present emphasis on the obesity epidemic, inadequate or undernutrition in high-risk groups requires more attention from the nutrition research and family practice research communities.
Future 'silver bullets'
During the discussion, two ideas for future 'silver bullets' were presented. The challenging idea of the 'polypill' was presented by Larry Green who is working with the Center for Disease Control in the United States to design a randomized controlled trial to assess the potential of the polypill, commencing this year. The idea of a single pill containing aspirin, beta blocker, ACE inhibitor, thiazide diuretic, calcium channel blocker and an angiotensin II receptor antagonist was first proposed by Wald and Law (2003) . A meta-analysis of 352 RCTs suggested that the cumulative effect of the five medications should reduce the risk of coronary heart disease by 88% and stroke by 80%. The proposal is that all persons over 55 y or who have suffered any cardiovascular event would take the pill, with or without medical supervision. This idea holds the potential of a 'silver bullet' in dealing with the major risks that arise from obesity. The question raised by the concept of the polypill is its impact of dramatic risk reduction on nutritional behaviour. Would widespread reduction in the risks caused by obesity result in a much greater obesity epidemic and what would be the impact on society if such an evolution were to occur?
A further development that has the potential for a dramatic impact on dietary interventions in family practice is the implementation of genetic interventions for those suffering from obesity. According to Francis Collins, director of the human genome project, we can expect relatively simple genetic interventions to deal with obesity and increased cardiovascular risks within the next decade (Collins, 2004) . He argues that these interventions will be provided by family physicians eliciting the family history of their patients and then obtaining an appropriate genetic assessment. Although the suggestion of the development of gene therapy for obesity within a decade raised skeptical comments from Heelsum participants, gene therapy offers the possibility of finding the elusive 'silver bullet' to deal with our current obesity problems.
The balance between individual-based and community-based interventions
The balance between community-based and individual nutritional interventions is likely to be constantly shifting as it is in the current environment. Nonlegislated community level interventions, especially those demonstrated to be effective, are likely to increase in number and become more sophisticated over the next few years.
The cost effectiveness of the time commitment required by family physicians/general practitioners to implement effective nutritional change strategies must be a continuing consideration. Assistance for individuals or groups of patients from nutritionists, diet counselling groups or selfhelp groups should continue to be developed and assessed. A research priority should be to find simple predictors of an individual's readiness to change dietary intake. The second step in this work that would greatly enhance the effectiveness of the family physician/general practitioners role in nutritional improvement would be simple methods of predicting which intervention would work best for each individual (individual counseling, group work, self-help programme, internet-assisted programmes, etc.). More assessment of the potential of internet-based programmes may lead to a cost-effective strategy to support individuals over time. Expansion of the government regulatory role in labelling and controlling health foods content and quality is needed. Until the day for genetic therapy or widespread use of the polypill arrives, the balance between community level and individual level dietary interventions seems more likely to remain more in the community intervention camp than the individual intervention camp. However, the role for both remains important and further research in both areas is essential to improve the potential impact on the population. Progress in these areas can be monitored at the Heelsum V workshop.
Conclusion
The balance between individual and community-based intervention is found in the most cost-effective use of our resources to improve the nutrition of our nations. There are some community-based and individually based interventions that have provided benefits. The relationship between the two strategies will remain dynamic. The growing political concern arising from the 'obesity epidemic' is likely to result in increased government resources available to improve nutrition and exercise interventions during the next decade. The prospect of genetic treatment for obesity, diabetes and atherosclerosis or the prospect of positive outcomes from the 'polypill trial' does not preclude the need to continue to better understand effective community-based and individually based strategies to address nutritional problems.
